A full-term infant girl was born following an uncomplicated pregnancy by a normal vaginal delivery. She was found at birth to have an obvious deformity of the chest wall with widely spaced rib ends anteriorly separated by thin translucent skin through which cardiac pulsations could be easily appreciated. No other abnormalities were detected at physical examination, abdominal sonography, and cardiac sonography. Sonography and computed tomography of the chest (Figures 1 and 2 ) were obtained.
DENOUEMENT AND DISCUSSION
The computed tomogram and sonogram both demonstrated bilateral paired sternal cartilaginous centers on either side of the wide gap in the anterior chest wall. The inferior most sternal segment and xiphoid were positioned at the midline and were covered by normalappearing cutaneous tissues. This is the appearance of a superior congenital sternal cleft.
Congenital sternal cleft can be divided into three separate varieties: inferior, superior, and complete. Superior clefts are the most common. They have been described as U-shaped if the cleft extends to the last sternal body segment or V-shaped if it extends to the ziphoid. Superior defects are almost always isolated anomalies occasionally associated with cervico-facial hemangiomas. 1 The most frequently associated anomaly is a medial raphe or abdominal scar extending from the xiphoid to the umbilicus. 1 -3 Among patients with this raphe, there is a high association of cervico-facial hemangiomas and rarely, with more severe cardiovascular malformations. 4 Opitz has proposed a separate classification for sternal defects with median raphe and hemangiomas [Hernon] . In some series there is a marked female predominance (8:1) although most of the series are small. 1 Most cases are sporadic, although a probable autosomal recessive inheritance was found in one family. 
Special Imaging Casebook
Inferior sternal defects are almost always associated with severe developmental field defects, particularly with ectopia cordis and Cantrell's pentad. Cantrell's pentad is a malformation including intracardiac, inferior sternal, diaphragmatic pericardial, ventral diaphragmatic, and supraumbilical abdominal wall defects. These five defects are the basis of the pentad, a lesion also called thoracoabdominal ectopia cordis. Left ventricular diverticula may be present, which are present with the thoracoabdominal wall defects. 6 Complete defects are the rarest type of sternal cleft and usually associated with the most severe anomalies. The cause is not known although it is presumed that the defect must date from about the eighth week of gestational life. The sternum forms from mesodermal cells. These cells migrate ventrally to the midline at about the sixth week of gestation and fuse in the midline by the tenth week of gestation.
Surgical repair of superior congenital sternal cleft is performed in the neonatal period when the chest wall is the most flexible. 2 If surgery is performed in the neonatal period, the appearance and function of the sternum are usually normal by 1 year of age. 6 After the third month of life, the chest wall becomes rigid and more complicated procedures may be required with less good outcome. , and at the level of the cardiac apex ( C) . The paired osteocartilaginous sternal segments are widely separated at the higher levels ( arrows ). In the trough -like gap between these centers is a thin layer of skin in direct contract with the anterior mediastinum. Inferiorly the lower sternal segments are close to the midline ( arrowhead ) and are covered by normal thickness cutaneous tissues.
